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ABSTRACT
ANN CANNON HOOVER: Pain Management Approaches & Experiences: A Systematic
Review of Racial & Gender Differentials
(Under the direction of Dr. Melissa Bass)

Health care disparities and the social determinants of health (SDOH) are beginning to integrate
into public and political narratives of systemic inequities. Pain management is a wide-reaching
domain of health care, with complexities arising from the subjectivity of pain and the
implications for clinical care. In this thesis, I conduct a systematic literature review to explore
the effects of race and gender on pain assessment, diagnosis, and treatment through a health
equity lens. While much of health care disparity research emphasizes the effects on population
health outcomes, these findings redirect attention to the tangible impacts of discriminatory
encounters and experiences borne by those who are not believed.
Keywords: pain management, gender, race, health equity
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CHAPTER I: INTRODUCTION

Introduction to Pain Management Disparities
Pain is of the first instances of participation in the human experience (Sik, 2020): Infants
experience pain, and do so in a neurologically similar manner as their adult caregivers (Goksan
et al., 2015). Their uninhibited response to distress, however, reflects their reliance on others to
assuage their pain; infants’ arsenal of communication skills is limited in scope but urgent in
nature. Even while still learning to trust their caregivers (Mossey 2011), babies’ cries of distress
reflect an innate assuredness that communicating their pain will elicit an appropriate response
(Goksan et al., 2015). Adult pain, however, is more complicated. Its inherent subjectivity hinders
communication and breeds opportunities for misinterpretation; external perceptions of severity
sharply contrast with the unconditional validation caregivers give to infants’ cries of pain.
Such compromised perceptions of others’ distress pose serious implications for clinical
pain management, a multidisciplinary medical practice encompassing various types of pain (i.e.,
acute, chronic, cancer) across various settings (i.e., emergency departments, primary care clinics)
(Green et al., 2003). The challenges posed by the subjective nature of the pain experience are
particularly evident in physician decision making; current pain assessment practices rely on
inappropriate metrics and perceptions in place of a standardized scale (Green et al., 2003), in turn
affecting the accuracy of physicians’ pain assessments relative to patient self-reports, as well as
the efficacy of both pharmacologic and nonpharmacologic pain treatment recommendations
(Hoffman, 2016).
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The extent to which current policies and practices accomplish pain management goals of
accurate assessment and appropriate treatment varies by patient demographics. From a public
health perspective, the groups harmed by present inequities in pain management are also those
historically marginalized by medical policies, practices, and institutions. In clinical trials, for
example, the underrepresentation of women and Black patients has led to misdiagnosed illnesses
and improper treatments (Johnson et al., 2014; Gray, 2017). Further disparities prevail in pain
treatment; studies reveal women and Black patients are less likely than white men to receive
non-opioid and opioid analgesia in emergency departments (Chen et al., 414; Lee, 2019).
More than isolated examples, these “systematic and preventable differences in health
outcomes” result from a complex interaction of “social, economic, and environmental
conditions” (Peterson et al., 2020, p. 2). Left unaddressed, health inequities will continue to
accrue substantial financial costs and unjust social burdens (Douglas et al., 2019); it is therefore
imperative to evaluate the influence of race and gender on pain management approaches and
understand marginalized experiences with consideration of policy contexts.
In seeking to improve health outcomes in systemically disadvantaged populations
through policy intervention, I apply a health equity lens to the systematic review of existing
literature. Operationalized by the Transdisciplinary Collaborative Center (TCC) for Health
Disparities Research, this framework was developed to guide systematic analysis of broad health
equity issues and inform policy development and implementation (Douglas et al., 2019). As
systematic reviews translate clinical research into action, the health equity lens contributes to the
methodological advantages of evidence-based policymaking (Sweet & Moynihan, 2007).
TCC’s health equity lens applies strategic and comprehensive examination of “the impact
of an issue, policy or proposed solution on underserved and historically marginalized
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communities and population subgroups, with the goal of leveraging research findings to inform
policy” (Douglas et al., 2019, p. 332). The steps are as follows:
1) identify the health equity issue and affected population; 2) analyze the relevant policy
impacts and opportunities for policy improvement; 3) develop policy-relevant research
strategies in partnership with community stakeholders; 4) measure and evaluate policy
outcomes and impacts on health disparities; and 5) disseminate findings to relevant
audiences and stakeholders, including policy makers, communities, public health
officials, and health care providers (Douglas et al., 2019, p. 332).
With this framework as a guide, I structure this thesis as follows: I consider the
development and scope of pain management disparities, as well as their historical and clinical
contexts in the background section. In Chapter II I present the systematic literature review as
outlined in the study’s methodology; details include database, keywords, inclusion criteria, and
data extraction. In the following two chapters I summarize the characteristics of the selected
studies and synthesize respective gender- and race-related data using thematic synthesis (Thomas
& Harden, 2008). Finally, in Chapter V I discuss key themes and limitations of the systematic
literature review in the context of current policies and practices (Stephenson et al., 2020). I then
explain my policy recommendations based on the application of a health equity lens.
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CHAPTER II: BACKGROUND & METHODS
In this chapter, I provide a historical overview of pain management approaches in
medicine. I then explain the methodology I used to explore the racial and gender effects on these
approaches. Due to the scope of pain management as well as the complexities of related medical
research, I found it necessary to first understand the ways in which the medical community has
conceived pain in marginalized bodies. The following background section explores this history
as it informs medical practices.

Background
The term “endometriosis” did not exist before 1927, the year in which gynecologist John
Sampson first proposed his etiological theory in The American Journal of Pathology (Sampson,
1927). Despite the 20th-century terminology, researchers believe the painful disease has existed
in women for over 4,000 years, carefully hidden under the guise of “hysteria” (Nezhat et al.,
2012). Historical medical records reveal women’s accounts of pelvic pain; symptoms that now
serve as warning signs for endometriosis were once evidence of hysterical women. Resulting in
centuries of misdiagnosis and improper treatment, the medical community saw women’s pain not
as an ailment to treat, but a threat to placate (Nezhat et al., 2012).
John Sampson’s contributions to endometriosis treatment were predicated on the work of
J. Marion Sims, the “father of modern gynecology” (Wailoo, 2018). Sims’ pioneering surgical
techniques, however, would not have been possible without the forced participation of slave
women in his unmedicated experiments (Dastur & Tank, 2010). This inhumane suffering
remained a non-issue for the antebellum medical community, as beliefs in “black insensitivity to
pain and racial biology” prevailed (Wailoo, 2018, p. 3). Segregationists clung to these slavery-
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era ideas in the 1960s, using unfounded biological claims to further their separate-but-(un)equal
agendas. While Sims’ experiments could not occur under 21st-century conditions, his attitudes
on black pain tolerance as justification for abuse are not wholly eradicated from medicine today.
A common thread exists between the seemingly disjointed etiological history of
endometriosis and the inhumane experiments of J. Marion Sims. For women and Black people,
the pain experience is one rooted in dismissal, ignorance, and indifference. Though the modern
health care system establishes structures to prevent deliberate mistreatment, disparities persist. In
pain treatment, for example, women are “13% to 25% less likely than men to receive opioid
analgesia,” even when “age, race, triage class, and pain score” are held constant (Chen et al.,
2008, p. 414). Black patients, meanwhile, are “34% less likely to receive opioids for acute pain”
compared to white patients; the likelihood of receiving any analgesia is 40% less than their white
counterparts (Lee et al., 2019, p. 1170). These differences in one facet of pain management are
manifestations of disparities embedded in the system.
The International Association for the Study of Pain (IASP) defines pain as “an unpleasant
sensory and emotional experience associated with, or resembling that associated with, actual or
potential tissue damage.” Such unpleasantness begins with nociception, a sensory process in
which the brain receives information about tissue damage through pain receptors, or nociceptors,
through the nervous system (Garland, 2012; Kyranou & Puntillo, 2012). Physiological
explanations alone, however, fail to encompass the multidimensional aspects of pain; individual
differences in pain perception vary according to differences among interactions of physiological
and psychological factors (Garland, 2012).
As a multidisciplinary medical practice, pain management seeks to eliminate or reduce
various types of pain across various clinical settings (Mossey, 2011). Barriers to effective pain
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management arise in the first step; pain assessment lacks universal processes and objective
metrics, instead relying on unidimensional patient self-reports (Mossey, 2011; McGill Pain
Questionnaire, 2013). Proper pain assessment determines the effectiveness of the following
stage, diagnosis and/or cause identification (2004). In the final pain management process,
pharmacological pain treatment varies between opioid and non-opioid analgesia, while nonpharmacological interventions may include distraction or breathing techniques (Berry & Dahl,
2000; Bryant, 2007).
As a “complex and subjective experience” (Younger et al., 2009, p. 1), pain is difficult to
study and treat. Individual differences in pain perception vary according to differences among
interactions of physiological and psychological factors (Garland, 2012), thus influencing
“emotional responses, behavioral adaptations, and psychosocial coping strategies” in both
patients and physicians (Kamath & O’Connor, 2011, p. 1962). Unlike less-nuanced disciplines,
pain management is subject to the complexities of that which it seeks to alleviate. It is therefore
important to consider the ways in which inherent subjectivity affects different populations,
particularly women and Black patients.
Sex differences in pain is a relatively recent interest, created in part by the National
Institutes of Health 1993 mandate to include women in federally funded research (Hoffmann &
Tarzian, 2001). As overlapping biological and psychosocial factors contribute to pain perception
and response, sex-based differences are difficult to measure. Collectively, however, research
indicates that biological pain sensitivity and prevalence of chronic pain are greater among
women. While women demonstrate greater frequency of pain reporting, such reports are more
likely to be “discounted as ‘emotional’ or ‘psychogenic’ and, therefore, ‘not real’” (Hoffmann &
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Tarzian, 2001, p. 21). Regarding pain response and treatment, health care providers consider
women’s pain reports as less serious than men’s and therefore treat their pain less aggressively.
Racial differences in pain experience are likewise difficult to determine. What is known,
however, is the disproportionate suffering experienced by Black patients. Compared to white
patients, Black patients are less likely “to receive any pain medication, more likely to receive
lower doses of pain medications, more likely to have longer wait times to receipt of pain
medication in the emergency department, and less likely to receive opiates as treatment for pain
despite higher pain scores” (Shavers et al., 2010, p. 179).

Methods
Systematic Literature Review
In assessing the current state of pain management disparities, I employed a systematic
literature review assessing gender and/or race in pain management settings. This framework
allows for a greater evaluative scope of the complexities and applications of pain management,
including clinical settings, historical approaches, pain perception and assessments, diagnosis and
treatment, health outcomes, the patient experience, the patient-physician relationship, and
medical education.
I conducted this systematic review using the University of Mississippi Libraries One
Search. This discovery service gathered research from a variety of databases across many
disciplines; clinical research, psychological perspectives, and sociological and historical
considerations allowed for further parallel with the multidisciplinary approach to pain
management.
Using the University of Mississippi Libraries One Search Tool, I conducted separate
searches on race and gender. I sought to reconcile the distinct implications that exist between
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race and gender by applying the same selection criteria to the two searches and by employing
parallel language in the search terms. Regarding the gender-related literature, I used the One
Search advanced feature to specify pain management as the subject term; keywords included
(gender OR sex) OR (“gender disparities”) AND (assessment OR treatment OR outcomes OR
perception OR influence OR effect) AND (physicians OR clinicians OR health care providers OR
health care professionals) AND (female patients) OR (male patients). This yielded 493 initial
results, which I filtered to include only peer-review publications and items with full text online
published in English from January 1, 2010 to present, generating 332 total results. I then
evaluated the abstract of each of the 221 studies, first according to the inclusion criteria and then
for possible contribution to further understanding through background information, different
approaches or frameworks, or policy recommendations.
The following criteria were required for inclusion in the systematic literature review:
conducted in the United States in or after 2010; published in English in a peer-reviewed journal,
study population included adults (≥18 years) as patients and/or health care providers in clinical
pain management; conducted a comparative analysis between white and Black patients and/or
physicians; measured differences in pain management treatment and care between white and
Black patients, the development and/or current status of perceptions and implicit biases of pain
management providers, patient attitudes and/or health outcomes during or following receipt of
pain management care, and/or impacts of physician-patient racial discordance/concordance.
Application of the above inclusion criteria narrowed the 332 results to seven eligible
studies. After carefully examining and extracting relevant findings and implications from the
compiled literature, I developed three primary categories from the included literature and
arranged sources into the corresponding group. Categories include 1) Studies examining factors
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related to pain assessment processes and/or patient pain reporting, such as the perception and/or
presentation of pain; 2) Studies evaluating pain treatment practices and/or the patient’s
experience, including emergency department wait times; 3) Studies assessing pain management
outcomes and health outcomes, including adequacy of care and receipt of analgesia. While
studies examining opioid prescribing patterns could constitute a separate category, I included
related literature as a subcategory of pain management and health outcomes, as many studies
combined opioid and non-opioid analgesia in their research.
Next, I again used the advanced search feature to specify pain management as the subject
term; keywords included then searched the University of Mississippi Libraries One Search
database using pain management as the subject term and key words including (race OR racial)
AND (disparities OR racial disparities) AND (assessment OR treatment OR outcomes OR
perception OR influence OR effect) AND (physicians OR clinicians OR health care providers
OR health care professionals) AND (black patients OR African American patients) AND (white
patients OR Caucasian patients). This yielded 489 results; filtering to include only peer-review
publications and items with full text online published in English from January 1, 2010 to present
generated 221 results.
In order to maintain consistency, I applied the same review process and inclusion criteria
of the gender-related literature to the 221 race-related studies. I reviewed the abstract of each of
the 221 studies, first according to the inclusion criteria and then for possible contribution to
further understanding through background information, different approaches or frameworks, or
policy recommendations; 26 studies met the inclusion criteria. Lastly, I organized the racerelated literature into the same categories as I used for the gender-related literature.
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By employing a systematic literature review in my research, I was able to more
thoroughly explore the extent to which race and gender influence pain management; conducting
separate searches for race- and gender-related literature facilitated greater analysis of how these
identities intersect in pain management settings. Furthermore, not only was I able to examine
broad themes relating to race and gender in the present pain management literature, but the
knowledge and research gaps this methodology also revealed provide important insight into
forming policy recommendations. In clinical research, what remains unknown or unexplored
about a particular group presents important considerations for the delivery of equitable care.
Thematic Synthesis
In synthesizing the available evidence of a particular phenomenon, Pearson et al. (2015)
contends that “the diverse origins of problems in healthcare require a diversity of research
methodologies” (p. 122). Though the evidence synthesis systems of systematic reviews have
largely prioritized quantitative studies (Younger et al., 2009), randomized controlled trials and
clinical effectiveness outcomes do not provide a comprehensive illustration of the patient
perspectives included in my research question (see Chapter I).
In order to address the complexities inherent to pain management disparities, I employed
the data-based convergent syntheses design as developed by Hong et al. (2017). According to
this mixed methods approach, “qualitative and quantitative evidence is analyzed together using
the same synthesis method” (Hong et al., 2017, p. 1). Synthesizing qualitative attitudes and
perspectives in addition to quantitative evidence of clinical practices and outcomes provided “a
rich understanding of complex phenomena” (Hong et al., 2017, p. 1), thus facilitating my
development of evidence-based policy recommendations (Pearson et al., 2015).
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While other systematic mixed studies reviews (SMSRs) largely lack consistency in
terminology and methodological approaches, the data-based convergent design was the most
frequently used synthesis method in a 2017 study of health-related SMSRs (Hong et al., 2017). I
therefore conducted a thematic synthesis of all findings to translate quantitative data into
qualitative themes, employing the methods outlined by Hong et al. (2017) and Thomas and
Harden (2008).
As described in the study selection methods (see section above), I analyzed the genderand race-related pain management literature in separate, but similar, steps. First, I summarized
and grouped the included studies (see Tables 3-1 and 4-1 at the end of Chapters III and IV)
according to similarities among their findings. Secondly, I coded the results of each body of
literature using a model of health care disparities as an a priori framework. Developed by the
Institute of Medicine (now the National Academy of Medicine), this evidence-based model
identifies the potential sources of health care disparities: patient-, process-, and system-level
factors (Institute of Medicine [IOM], 2002). I examined the results of each study according to
these factors as levels of analysis; studies with a diverse array of findings may be associated with
than one source of disparities.
Using the initial codes, I then developed themes pertaining to racial or gender differences
in pain management approaches according to the health equity lens (see Chapter I). As
application of the TCC’s health equity lens consists of “identifying and characterizing the
specific areas of health inequity” (Douglas et al., 2019, p. 333), the a priori framework
facilitated the emergence of gender and race-related themes in pain management disparities.
Through the methods for thematic synthesis as outlined by Thomas and Harden (2008), I
developed “new interpretative constructs, explanations, or hypotheses” (Thomas & Harden,
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2008, p. 1), thus enabling me to identify and contextualize patient-, provider-, and system-level
factors “that exacerbate or fail to eliminate health disparities” in pain management (Douglas et
al., 2019, p. 333). While I derived similar themes from the two bodies of literature, I was able to
interpret the race-related findings with greater depth because of the difference in the scope of the
research; the parallel searches I conducted did not yield a similar quantity of studies for
synthesis.
In preparing to conduct this systematic review, my seemingly thorough exploration of
frameworks, guidelines, and best practices missed established protocols that I discovered only
after completing my research. These health care-specific methodological standards include those
developed by the Cochrane Collaboration as well as the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA). This review is not concordant with either
set of guidelines, and is consequently limited by unused resources. The processes for conducting
these recognized reviews, however, are not entirely distinct or innovative; as such, retrospective
assessment of these protocols indicated general similarities in the sequence of research and the
methods used.
Additional consequences of missed information constitute further limitations related to
the methods I employed. Namely, I did not apply any quality appraisal tool to formally assess the
reliability of findings among the studies included for review, such as the Quality Assessment
Tool for Studies with Diverse Designs (QATSDD) developed by Sirriyeh et al. (2012), or the
Cochrane risk-of-bias (RoB) tool.
Among the advantages of this study, thematic synthesis offered a methodological
flexibility that accommodated the extensive dataset while maintaining the integrity of my thesis;
I did not have to narrow the scope of my research in a manner that would have limited the
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implications of my findings (Nowell et al., 2017). Additionally, the adaptability of thematic
synthesis was conducive to my application of a health equity lens (Douglas et al., 2019; Nowell
et al., 2017); I was able to address access and outcome-related factors of pain management
disparities through the development of descriptive and analytical themes.
Application of a data-based convergent synthesis design (Hong et al., 2017) enabled me
to identify relationships within and between these gender and race-related themes. Though the
literature largely overlooked pain management for Black women, I was able to examine the
implications of intersectionality from patient-, provider-, and system-level perspectives. In
conclusion, the mechanisms of thematic synthesis enable me to explore patterns occurring within
pain management across various levels of disparities, thus structuring my discussion and policy
recommendations. I describe in detail the gender- and race-related themes in the following two
chapters.
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CHAPTER III: GENDER & PAIN MANAGEMENT RESULTS
In the following chapter, I describe the gender-related pain management studies selected
for review and the corresponding results of thematic synthesis. I distinguish the themes
according to the level of pain management care at which they occur (IOM, 2002).

Study Selection
As explained in Chapter II, I identified seven studies for inclusion in the systematic
review of gender-related pain management literature (see Table 3-1 at the end of this chapter).
This number is notably smaller than the 332 studies retrieved in the initial search; explanations
for this difference may include the use of a specific set of search terms and subsequent
application of narrowly defined inclusion criteria. The broad scope of pain management and
gender research necessitate exclusive selection practices. As an inter- and multidisciplinary
medical practice, the clinical aspects of pain management produce an extensively heterogeneous
body of literature. Such variation in clinical context and intervention may not be directly
applicable to the question posed in my research.
In addition to the composition of pain management literature, the merits of the One
Search offer further explanation of the number of studies excluded from review. The University
of Mississippi’s comprehensive database, to its credit, retrieves literature from a comprehensive
set of academic disciplines. As the phenomenological perspectives of pain apply to a wide
variety of research areas, particularly when studied through a gendered lens, many works
associated with the search terms did not meet the inclusion criteria. While seven studies were
used to conduct the analysis below, many of the works excluded from review inform the
background, discussion, and policy recommendations chapters.
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Themes Synthesized from the Selected Studies
Using the IOM’s sources of health care disparities as an a priori framework for thematic
synthesis, I developed themes related to the effects of gender on pain management occurring at
the patient-, provider-, and system-level. I identify and explain these themes, as well as the level
at which they occur, in this chapter.
Patient-level Sources of Disparities
In distinguishing the variables that influence the equitable delivery of health care, the
IOM (2002) identifies the role of patient “values, fears and hopes, and other psychological
characteristics” (p. 131) in the clinical encounter. Operating through “patient preferences and
care-seeking behaviors and attitudes” (p. 7), patient-level sources of disparities can arise from
cultural attitudes about and past experiences with health care. These perceptions and
expectations affect patients’ willingness to engage with their provider and accept the medical
recommendations they provide; this presents equity implications for both the delivery of health
care and patients’ health outcomes.
Situated within pain management, patient-level variables greatly influence the level and
type of care they receive (IOM, 2002). Patients’ experiences or perceptions of being dismissed,
for example, may contribute to mistrust in the healthcare system, and gendered attitudes about
pain inform the way in which it is both communicated by patients and understood by physicians.
Aware of the attitudes present in the clinical encounter, physicians may tailor pain management
approaches according to patients’ expectations of care (IOM, 2002). In this way, patient-level
factors may provide a pathway for provider biases to emerge.
Disparate Pain Experiences. In synthesizing patient-level pain management disparities,
many of the findings of the gender-related literature revealed a concern for pain perception and
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response. I developed patients’ disparate pain experiences as the first theme within the a priori
framework. The implications of this interpretation are illustrated through research examining
associations between gender differences in patient-described pain and patient-described stress,
anxiety, and satisfaction in ED settings. In this prospective observational study, Patel et al.
(2014) conducted consistent measurements of patients’ pain perceptions from initial presentation
to the ED until discharge.
At baseline, patient-reported pain did not differ among women and men. Furthermore,
Patel et a. (2014) found “the percentage change in pain from baseline to discharge” (p. 1480) was
not predicted by gender alone; receipt of pain treatment did not have a differential effect on male
and female patients’ pain assessments. Stress and anxiety, however, differed by gender at initial
ED presentation and when measured as a change over time. While presenting stress and anxiety
levels were higher in women, men reported greater changes in those levels following receipt of
pain treatment.
Given that “a patient's report and a provider's assessment of pain are subject to a variety
of factors that are not independently measured when pain is assessed” (p. 1479), findings
produced by Patel et al. (2014) reveal important considerations regarding the influence of stress
and anxiety on pain perception. Namely, the gender differences present in patient-reported stress
and anxiety, and the demonstrated association between perceived changes in these levels with “a
perceived change in pain” (p. 1483) suggests the potential influence of stress and anxiety on the
pain-gender relationship (Patel et al., 2014). Thus, women’s pain perceptions and corresponding
responses (i.e., self-reported pain assessments and/or communication with providers) may
manifest as psychological, rather than somatic, ailments.
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As the pain experience is informed by more than the manner in which it is perceived,
patients’ pain response was also subject to a gender differential. In a study of patients diagnosed
with acute coronary syndrome (ACS), for example, Mirzaei et al. (2019) found that women were
more likely than men to report chest pressure as a symptom. Furthermore, women with ACS
experienced greater symptom distress than men diagnosed with the same disease.
Disparate Clinical Experiences. In addition to a concern for patient pain perception and
response, the gender-related literature also revealed patterns related to patient attitudes, beliefs,
and access. At the patient-level, patients’ disparate clinical experiences was a recurring theme
throughout the literature, corresponding to the gender differential in the pain experience. While
Patel et al. (2014) concluded women reported higher pain-related stress and anxiety levels with
fewer changes at discharge, the study found no gender differences in patient satisfaction with
pain management. Women, that is, do not appear to assess the quality of pain care received
according to treatment of their psychological symptoms.
Similarly, in a survey of patients’ experiences across 3,830 hospitals, Elliott et al. (2012)
found women reported less positive hospital experiences than men, including in pain
management measures specifically related to pain treatment. Women’s overall hospital
assessments, however, did not seem to be influenced by their poor pain management
experiences, while better pain management experiences among men were influential in their
overall inpatient experiences. Women, on the other hand, placed greater emphasis on
communication with and responsiveness of hospital staff; they reported more positive
experiences than men in communication with staff but not in staff responsiveness.
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Process-level Sources of Disparities
In addition to the role of patient attitudes and expectations, the IOM (2002) identifies the
influence of “the provider’s side of the exchange” (p. 9) on health care quality and equity;
disparities can arise in clinical decision-making processes. These process-level inequities operate
through physician biases and stereotypes about a patient, as well the role of uncertainty “relative
to the condition of a patient” (p. 9) in enabling subjective variability in clinical decision-making
(IOM, 2002).
Citing the subjectivity and ambiguity present in processes of pain expression and
assessment, the IOM (2002) suggests disparities are greater in pain management “than in
treatment of objectively verifiable disease” (p. 64). Gender, and the cultural meaning it
prescribes to pain, presents further implications of the clinical discretion inherent to pain
management; gender-related biases, stereotypes, and uncertainty can result in insufficient pain
assessment, delayed diagnosis, and inadequate treatment (IOM, 2002).
At the process-level, the themes I derived from the gender-related pain management
literature include physicians’ disparate perceptions of patients' pain and their subsequently
disparate responses to patients' pain. I explain these themes, and their recurrence in the clinical
encounter, below.
Disparate Perceptions of Patients’ Pain. In considering the clinical encounter from “the
provider’s side of the exchange” (IOM, 2002, p. 9), synthesis of the gender-related literature
indicated the role of physicians’ attitudes in pain management, particularly in assessment and
treatment approaches. In my integration and interpretation of these findings, I developed
disparate perceptions of patients’ pain as the first process-level theme.
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Among the body of literature I assessed, findings of a 2018 study conducted by
Wesolowicz et al. perhaps provide the most condemning portrayal of physicians’ use of gender
stereotypes. Analysis of the Gender Role Expectations of Pain Questionnaire (GREP) revealed
that while expectations of patient pain endurance and pain sensitivity did not differ by
gender, both male and female physicians indicated their belief that women were more willing
than men to report their pain to a healthcare provider. The implications of findings produced by
Wesolowicz et al. (2018) are made more severe in light of the influence of physicians’
expectations on their pain management decisions. Operating under this gendered belief of patient
willingness to report pain, physicians may offer a more aggressive treatment response to male
patients’ pain (Wesolowicz et al., 2018), thus challenging the equitable delivery of care.
Furthermore, this suggests that both male and female physicians “tend to hold the same
stereotypic gender-related pain attributions as the general population” (Wesolowicz et al., 2018,
p. 1126); medical licensure does not shield health care provides from socially influenced biases.
Gender neither provides such protection: The pervasive effect of gender role socialization is
further demonstrated in female physicians’ gender-related stereotypic attributions of pain
reporting. In considering the implications of provider susceptibility to gender biases in pain
perception, it is important to consider the role and authority physicians have in the populationand individual-level health status of patients.
Findings related to symptom presentation and diagnostic decisions suggest further
disparities in physicians’ perceptions of men’s and women’s pain. Specifically, examination of
ACS and symptom quality (i.e., characteristics of symptoms) and severity by Mirzaei et al.
(2019) reveal gender differences in patients’ symptom reporting and in the subsequent receipt of
an ACS diagnosis: Upon patients’ presentation to an ED, women with ACS reported both higher
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levels of overall symptom distress (i.e., severity of chest pain/discomfort) and more chest
pressure than men. While chest pressure “was a significant predictor for an ACS diagnosis” (p.
2) for women, symptom distress predicted diagnosis only in men (Mirzaei et al., 2019).
These diagnostic patterns suggest a gender differential in the consideration of reported
symptom severity by physicians and other triage personnel, with male patients afforded disparate
access to treatment relative despite female patients’ reports of greater pain-related distress. These
process-level disparities suggest the role of physicians’ perceptions of patient-reported pain; as
the urgency of emergency medicine can expedite complex processes, diagnoses often rely on
subjective interpretation of patients’ pain-related symptoms (Mirzaei et al., 2019).
Disparate Responses to Patients' Pain. Building upon the nature and scope of genderrelated inequities in physician attitudes, the literature also illustrated the influence of these
attitudes on physicians’ pain treatment approaches. From these recurring ideas, and in
considering the role of the clinical encounter in providing the setting for inequities to arise, I
developed the second process-level theme: physicians’ disparate responses to patients' pain.
Demonstrating this theme are findings produced from a review of pain management
practices by provider characteristics: Deepmala et al. (2013) observed a complex interaction
between provider gender and patient gender, race, and type of pain. Specifically, patient-provider
gender concordance appeared to facilitate higher dosages of opioids prescribed for chronic low
back pain; researchers proposed the “provider’s sympathy and identification with patients of
same sex” (p. 510) as a possible explanation for this interaction (Deepmala et al., 2013). Though
the findings were extracted from 12 heterogenous studies within a limited body of literature, the
clear gap in knowledge about opioid prescribing practices and patient-provider interaction offers
a more serious implication than the study’s lack of generalizability (Deepmala et al., 2013); the
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unexplored nature and extent of gender influences on pain treatment practices does not mitigate
its clear existence.
Findings reported by Olivia et al. (2015) further assisted in the development of disparate
responses to patients' pain as a process-level theme. Specifically, following a study of Veterans
Health Administration (VHA) patients receiving opioid analgesia for chronic pain, researchers
found that women received more guideline-recommended pain treatment practices and services
than men. Among these practices, however, female patients experienced a greater likelihood of
receiving “overlapping prescriptions for potentially dangerous combinations of opioids and
sedative medications” (p. 116) than male VHA patients (Olivia et al., 2015).
System-level Sources of Disparities
Extending beyond the scope of the patient and provider, system-level factors create and
contribute to health care disparities. The IOM (2002) describes these variables as the “financial
and institutional arrangements of health systems, as well as the legal, regulatory, and policy
environment in which they operate” (p. 1); these include the availability of and access to quality
care, complex clinical bureaucracies, referral patterns, cost control mechanisms, and legal and
regulatory patterns. Existing within and subject to the context of the health care system, pain
management care may be differentially delivered to patients as a function of their gender. I
explore these system-level factors in the themes described below.
Insufficient Education and Training. I developed the first system-level theme through
the literature’s emphasis on the impact of physician preparation, particularly as it influences the
delivery of equitable care. Physicians, that is, receive insufficient education and training related
to the general concepts of pain management and the specific needs of different patient
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populations. Disparities thus emerge from this institutional lack of preparedness; current and
future physicians are not equipped to meet the goals of equity in pain management processes.
Findings produced by Wesolowicz et al. (2018) and Zègre-Hemsey et al. (2011) reveal
the failure of medical education and training to address gender-related pain biases. First, in a
study of physicians’ expectations of patients’ pain, Wesolowicz et al. (2018) found that the the
stereotypic beliefs that physicians endorsed mirrored those of the general, non-medically
licensed population. With regard to the idea that women are more willing to report pain than
men, these stereotypic beliefs were endorsed by physicians independent of gender; both male and
female physicians identified men as the less willing patient population. That women consider
themselves less credible reporters of their own pain, despite years of formal instruction and
learning experiences, portrays current education and training approaches as insufficient to
address these deeply rooted biases.
Furthermore, in an analysis of existing data on hospital intervention timeliness and health
outcomes further reveal insufficient education and training system-level disparity. In a study of
patients presenting to several EDs with chest pain, Zègre-Hemsey et al. (2011) discovered a
gender differential in the time between initial arrival to the ED and receipt of electrocardiogram
(ECG); female patients waited 19 minutes longer than male patients at a mean time of 53
minutes. I interpreted inadequate triage protocols and related training as system-level
contributions to this disparity.
Gatekeeping. Through a health equity lens, the organization, financing, and practices of
health systems can promote equitable access to timely and appropriate care (IOM, 2002). The
literature, however, described health systems as having the opposite effect; as the second systemlevel theme, institutional gatekeeping practices facilitate gender-related pain management
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disparities. I interpreted the aforementioned disparities in ED wait time as limited access to
needed care operating through system-controlled delays (Zègre-Hemsey et al., 2011). In
synthesizing the findings of Mirzaei et al. (2019), I made similar interpretations regarding
restricted access as a result of the gatekeeping power of health care systems and practices.
Symptom burden, despite a greater severity among women, was a significant predictor of male
ACS diagnosis. This poses particular consequences for ED settings, as appropriate and timely
diagnosis is a measure of access to adequate pain management. By permitting selective appraisal
of patient-reported symptoms in granting access to emergency care, health care structures
function as gatekeepers to equitable pain management care.
Decisions and Tradeoffs. As the final theme developed from the gender-related
literature, I interpreted system-level disparities as resulting from cost-related decisions and
tradeoffs. Regardless of their financial intent, the effects of health systems’ cost-containment
efforts are inequitable distributed across patient populations (IOM, 2002). In other words, when
health care systems narrowly focus on reducing costs and maximizing efficiency, the resulting
pain management practices and policies are better able to disguise and exacerbate inequities
among patient populations.
Guideline-concordant practices, for example, are differentially offered to male and
female patients in both the pain assessment and pain treatment processes. Though the American
Heart Association recommends all patients presenting to the ED with chest pain obtain an ECG
within 10 minutes of arrival, men were 17 percent more likely than women to receive
corresponding treatment (Zègre-Hemsey et al., 2011). However, in pain treatment for VA
patients, women are more likely than men to receive guidelines-recommended chronic pain
management practices (Olivia et al., 2015).
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The themes I extracted from the systematic literature review indicate gender disparities in
pain management operate through the patient, clinical decision-making processes, and the health
care system (IOM, 2002). Overall, the results produced by thematic synthesis reveal the
influence of gender roles and stereotypes in pain assessment, diagnosis, and treatment. As a
function of the subjectivity present in pain-related care, this influence is differentially applied to
women.
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CHAPTER IV: RACE & PAIN MANAGEMENT RESULTS
In this chapter, I present the themes extracted from the race-related pain management
literature. As applied to the development of gender-related themes described in the previous
chapter, I employed the IOM’s (2002) framework of potential sources of health care disparities
to thematic synthesis of findings produced by the race-related studies included for review. I
present below the resulting descriptive and analytical themes according to the associated level of
pain management delivery at which they occur.

Study Selection
As explained in Chapter II, I identified 26 race-related studies for inclusion in the
systematic review. Synthesis mirrored that of gender-related literature; I applied a data-based
convergent synthesis design as described by Hong et al. (2017) to findings obtained from studies
examining race and pain management. After summarizing and organizing the 26 included studies
(see Table 4-1 at the end of this chapter), I extracted themes from the studies’ findings.

Themes Synthesized from the Selected Studies
In developing themes from the findings of the race-related pain management literature, I
followed the same process and structure as I used to synthesize the gender-related literature (see
Chapter III). As an a priori framework for thematic synthesis, the IOM’s (2002) model structures
this the rest of this chapter; I present the race-related themes below according to patient-,
provider-, and system-level racial disparities in pain management disparities.
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Patient-level Sources of Disparities
As discussed in Chapter III, the IOM (2002) identifies disparities in health care as
operating in part through patient-level variables; these include “preferences, mistrust, treatment
refusal, biological differences, and overuse of services” (p. 131). Among the Black patient
population, a history of racial abuse and exclusion from health care and present marginalization
pose patient-level barriers to equitable care (Baah, 2019).
Disparate Pain Experiences. Like the studies I reviewed regarding gender and pain
management, the race-related literature revealed the presence and implications of racial
differences in the ways in which patients interpret their own pain. Mirroring thematic synthesis
of the gender-related literature, I developed disparate pain experiences as the first racial inequity
occurring at the patient level. Across various types of pain, Black patients experienced greater
pain severity and burden (Samuel et al., 2018; Reyes-Gibby et al., 2012; Singhal et al., 2016) as
well as pain interference (Burgess et al., 2016; Green & Hart-Johnson, 2010; Green et al., 2011)
than white patients. Furthermore, findings produced by Mossey (2011) reveal the tendency for
Black patients to underreport their own pain.
Regarding pain response, the literature also revealed racial differences in pain coping
mechanisms (Gagnon et al., 2014), and pain presentation and expression (Johnston & Bao, 2011,
Haywood et al., 2013; López et al., 2010). Across a multitude of studies, for example, Shavers et
al. (2010) found that Black patients reported greater use of prayer as a coping mechanism when
experiencing pain; this strategy “was found to be associated with greater pain severity and higher
ratings of affective pain and was a predictor of greater disability” (p. 200) among the Black
patient population (Shavers et al., 2010).
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Disparate Clinical Experiences. As the literature revealed racial disparities in patient
attitudes and access to care, I described the related effects as producing disparate clinical
experiences. In a study of breast cancer patients’ treatment experiences, Samuel et al. (2018)
found that dissatisfaction among Black patients’ “stemmed from perceived clinician disregard
and failure to effectively address symptoms” (p. 1431). White patients, however, reported
“dissatisfaction with symptom management stemmed from perceived clinician failure to explain
symptom origins and symptom management options” (p. 1431) as the source of their
dissatisfaction.
Compared to the white patient population, Black patients indicated greater concern over
the effectiveness of pain medication and a greater fear of addiction. These attitudes inform how
patients communication with their physicians; refusal or non-adherence may inhibit effective
pain management (Shavers et al., 2010). In addition, findings produced by Samuel et al as
engendering disparate clinical experiences further revealed racial differences in patient attitudes:
and patient satisfaction assessments informed by symptom burden validation and appropriately
helpful communication about symptom management (Samuel et al., 2018).
Regarding access to pain treatment, Joynt et al. (2015) found that disparities for Black
patients operated independent of socioeconomic status across income, poverty, and educational
measures in a nationally representative sample of ED visits. The literature also reveals the role of
patient-level variables in the connection between access to pain treatment and heath care
utilization. Defined as the rate at which patients use health care services in seeking “to diagnose,
cure, or ameliorate disease or injury; to improve or maintain function; or to obtain information
about their health status and prognosis” (National Academies of Sciences, Engineering &
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Medicine, 2018, p. 27), health care utilization relates to access at the patient-level; patients
cannot utilize the services to which they do not have access.
Defined as the rate at which patients fill their prescriptions, medication adherence is a
function of health care utilization informing and informed by patients’ disparate clinical
experiences. Medication adherence influences health outcomes: Hesitancy to fill a prescription
may exacerbate the condition or illness the prescribed medication is intended to treat, thus
inhibiting effective pain management (Ringwalt et al, 2015; Shavers et al., 2010). These barriers
to access and the related health outcomes are not exclusive to individual patients; populations
sharing historical realities and cultural perceptions of pain and its treatment also share the
resulting population-level health outcomes (Shavers et al., 2010). Black patients, for example,
report more concern over the effectiveness of pain medication and a greater fear of addiction
than white patients (Shavers et al., 2010).
Further illustrating this function of disparate clinical experiences is a 2015 retrospective
cohort study of North Carolina Medicaid beneficiaries. Among Medicaid beneficiaries with
chronic noncancer pain (CNCP), Ringwalt et al. (2015) found racial differences in medication
adherence limited pain treatment effectiveness. Specifically, Black beneficiaries demonstrated a
lower likelihood of fulfilling an opioid prescription relative to white beneficiaries (Ringwalt et
al., 2015). While it would be almost methodologically impossible to quantify the health and
health-related effects of forgoing appropriate pain treatment, it is nonetheless necessary to
consider the Black patients’ disparate clinical experiences contributing to lower rates of
medication adherence.
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Process-level Sources of Disparities
In addition to individual patient-level factors, the patient-provider interaction also
facilitates the emergence of health care disparities (IOM, 2002). As the pain management
literature revealed the emergence of racial disparities in the clinical encounter, I describe the
process-level themes below.
Disparate Perceptions of Patients’ Pain. Synthesis of the race-related literature
revealed patterns of disparities in physicians’ attitudes towards patients and their pain assessment
approaches; I developed physicians’ disparate perceptions of patients’ pain as a thematic
interpretation of these process-level patterns. The consistent undertreatment of Black patients’
pain, Mossey (2011) found, partially operates through physician biases and stereotypes that
remain intact by their own lack of awareness.
Illustrating these mechanisms of inequity are findings produced by a study examining
“the extent to which beliefs about biological differences between blacks and whites are
associated with racial bias in pain perception and treatment recommendations” (Hoffman et al.,
2016, p. 4296). Dating back to the era in which pain inflicted upon Black bodies was not only
legal but was encouraged by systems and institutions, these beliefs include the idea that “Black
people’s skin is thicker than white people’s skin” (Hoffman et al., 2016, p. 4296). Among a
sample of white medical students and residents, researchers found that approximately 50 percent
endorsed these beliefs; participants who endorsed these beliefs rated the black (vs. white)
patient’s pain as lower and made less accurate treatment recommendations (Hoffman et al.,
2016). Further findings obtained from an online survey program completed by white medical
students and residents approximately 50 percent demonstrated revealed that half of the sample
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shared belief among many white medical students and residents believe there are pain-related
biological differences between racial groups.
I considered physician disparate attitudes and assessments also as a manifestation of
their racial biases. Equitable delivery of pain management care is limited by the circumstances
under which physicians assess, diagnose, and treat patients; patient groups are disproportionately
impacted by the clinical contexts under which they are offered care. Ambiguity, for example, can
arise in the clinical encounter as a result of patient-provider racial discordance, thus introducing
biases into pain management processes (Hirsh et al., 2015). In ambiguous clinical contexts,
providers’ diagnostic and pain treatment decisions translate to worse care for Black than white
patients (Hirsh et al. 2015; Johnston & Bao, 2011).
Disparate Responses to Patients’ Pain. After describing “pain treatment practices” as
the meanings-based code, I then developed disparate responses to patients’ pain as the
corresponding theme. The literature revealed racial disparities in prescribing patterns, with Black
patients receiving fewer and less severe opioid and nonopioid analgesics for treatment of severe
pain types across various clinical settings (Shavers et al., 2010; Meghani et al., 2012; Terrell et
al., 2010; Lee et al., 2019, Singhal et al., 2016; Schoenfeld et al., 2020).
System-level Sources of Disparities
As discussed in Chapter III, the system-level sources of disparities occur through the
“financial and institutional arrangements of health systems, as well as the legal, regulatory, and
policy environment in which they operate” (IOM, 2002, p. 1). These systemic barriers to health
equity exist for Black Americans across all medical disciplines and practices (IOM, 2002). I
present themes related to pain management disparities below.
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Insufficient Education and Training. The themes I developed at the system level of
racial disparities in pain management mirrored those at the same level for gender disparities:
insufficient education and training illustrates the reality of physician preparation in pain
management. In reviewing the studies and interpreting connections between findings, I identified
a gap in medical school curricula and continuing medical education (CME) programming.
Findings reported by Johnston and Bao (2011), for example, suggest that physicians are not
taught how to systemically make unbiased pain-related decisions when facing clinical
uncertainty of the patients’ presenting symptoms.
Furthermore, not only do the systems and institutions that prepare future physicians fail
to allocate sufficient resources for pain management instruction, but the content and delivery of
any such instruction fails to include different care approaches for different minority groups
(Mossey, 2011; Green & Hart-Johnson, 2010). As a complex dimension of health care, pain
management cannot be taught using one-size-fits-all approaches. Current practices, however,
attempt to standardize the pain experience without regard for its subjectivity.
Gatekeeping. Secondly, I interpreted access to timely and appropriate care as affected by
institutional gatekeeping practices. Health care systems contribute to racial disparities in pain
management through admission and referral patterns; the literature indicated Black patients as
waiting longer to obtain emergency care and referral to a specialist (Schoenfeld et al., 2020;
Stepanikova, 2012; Reyes-Gibby et al., 2012; Hausmann et al., 2013). Additionally, pharmacies
located in low-income Black communities are stocked with fewer opioids than pharmacies in
affluent, predominantly white neighborhoods (Shavers et al., 2010). This translates to a delay in
receipt of needed treatment.
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Decisions and Tradeoffs. Lastly, after generating “emphasis on cost and efficiency” as a
descriptive theme, I developed decisions and tradeoffs as the final analytical theme. Tradeoffs in
care, the literature indicates, occur when physicians face the cognitive load and time pressures
associated with profit-oriented healthcare; the impact is reduced quality of pain management care
for Black patients (Stepanikova, 2012; Burgess et al., 2014). Additionally, guidelinerecommended practices are often more costly and less efficient than unstructured medical
decisions; racial disparities exist in the receipt of such practices to the disadvantage of Black
patients.
.
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CHAPTER V: DISCUSSION & POLICY RECOMMENDATIONS

Discussion
Results of the race- and gender-related literature reveal disparate approaches to pain
management for several types of pain and across various clinical settings. Through a systematic
review of two bodies of literature, I explored the pain assessments and treatments that women
and Black patients receive, as well as their related experiences. This chapter attempts to
contextualize the review’s findings, as well as provide policy recommendations aligned with a
health equity lens (Douglas et. al, 2019).
It is important to note the difference between the quantity of gender- and race-related
pain management studies: seven and twenty-six, respectively. While I anticipated gender
disparities to yield a larger body of literature, the quantity of studies that met my inclusion
criteria is not a full representation of the gender pain management literature. As the determinant
of the studies yielded for review, the search terms I developed and applied (see Chapter II) may
have contributed to this difference.
In the data-based thematic synthesis, I developed themes according to the sources of
health care disparities as described by the Institute of Medicine (2002). At the patient-level,
findings reveal gender differences in expectations and evaluations of care. Specifically, women
do not appear to consider treatment-specific pain management when making assessments of
overall hospital quality, instead placing emphasis on provider-patient communication and staff
responsiveness (Elliott et al., 2012). This process-focused lens, however, may allow pain
management inequities and other disparate care outcomes to prevail.
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Beyond the patient-level, the literature reveals disparities occurring in and resulting from
the clinical encounter. Underlying the undertreatment of Black patients, biases in physicians’
perceptions and subsequent assessments of patient-described pain may influence other care
processes, such as diagnosis and treatment (Shavers et al., 2010; Mirzaei et al., 2019). At the
system-level the patient-physician relationship may facilitate or act as a barrier to effective pain
management; racial concordance affects provider decision-making as well as patients’
confidence and trust (Gagnon et al., 2014; Joynt et al., 2013).
I did not observe any study seeking to explore intersectionality related to Black women in
pain management through a related objective or research design. There were, however, two
studies with explicit reference to the ways in which the findings posed implications for Black
women: Olivia et al. (2015) explored the intersection of white race and male gender for VA
populations, and Samuel et al. (2017) examined Black and white breast cancer survivors, an
inherently female-concentrated participation group.
Several studies also included both race and gender as separate demographic variables. In
examining the triage process for patients presenting with chest pain, López et al. (2010) found
that all women (independent of race) were less likely to present with chest pain. Additionally,
Black patients, Medicaid beneficiaries, and uninsured patients were less likely to be assigned to
the emergent triage category and to undergo basic cardiac diagnostic and evaluative testing. This
is particularly important considering nearly one-third of Black women (31 percent) are covered
by Medicaid (Sonfield, 2017), and close to 14 percent are uninsured (U.S. Census Bureau,
2018).
Insurance coverage disparities further relate to the pain care-related financial issues
differentially experienced by Black and white patients (Green et al., 2011). In a cross-sectional
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study examining the impact of cancer-related chronic pain on quality of life (QOL), Green et al.
(2011) found Black race and female sex independently predicted pain severity since diagnosis. In
comparison to their racial and gender counterparts, Black and female patients experienced an
unequal burden of pain that “may cause increased morbidity and diminished QOL” (Green et al.,
2011, p. 2000).
In considering the extent and implications of pain management disparities, the opioid
epidemic requires a more nuanced approach. Here, the difference between equity and equality in
health care is clear: increasing opioid prescribing for Black patients is an inequitable solution to
a problem equality cannot solve.
As a function of the pain treatment process, opioid prescribing is just one of several
classes of pain treatment. Given that non-pharmacologic and non-opioid analgesia are not subject
to regulation by the Drug Enforcement Agency (DEA), these options offer a less potent form of
pain relief than that provided by opioid therapy (Hooten et al., 2017). It is this potency in light of
a cultural emphasis on escaping suffering that exacerbates the risk of addiction. As such, political
and public narratives have increased in their sense of urgency in recent years. Reports of a
growing number of seemingly unnoticed deaths fuel the crisis narrative alongside an evolving
collective consciousness seeking to hold pharmaceutical companies and physicians accountable.
The groups and individuals contributing to the opioid epidemic also fuel the disparities
within this crisis. In their marketing practices, for example, Purdue Pharma found rural Black
communities in the South to be a largely unprofitable population. As a result, the makers of
Oxycontin directed their efforts toward physicians already prescribing greater quantities of
opioids; these prescriptions existed in rural, white communities (Marema, 2018).
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While implicit biases and racialized treatment practices are not unlike the other
disparities present in pain management, this particular issue “may have had the unintended
consequence of insulating [Black Americans] from some of the opioid epidemic” (Marema,
2018). This idea is echoed throughout some of the race-related pain management literature I
reviewed. Regarding the use of opioid risk-mitigating strategies, Becker et al. (2011) found a
“reverse disparity” (p. 223) exists among Black and white patients receiving opioid analgesia,
“whereby traditionally vulnerable groups receive care more consistent with expert
recommendations and guidelines” (p. 223).
This factor is complicated by long-term trends in opioid prescribing; Harrison et al.
(2018) describes “a potential narrowing of the opioid prescribing divide across race” (p. 790).
Between the years 2000 and 2015, the rate of opioids prescribed to Black patients has continued
to approach that of white patients.
Despite these changes, however, the overall trends indicating a racial differential in
prescribing patterns are not without consequence. According to a counterfactual analysis of
existing data (Alexander et al., 2018), 14,124 more Black Americans would have died from
prescription opioids from 1999 to 2017 had the population experienced the same opioid
prescribing rates as the white population. That Black patients receive opioids less frequently and
with greater oversight is not a reflection of physicians’ commitment to minority population
health; it is instead quite the opposite.
In addition to contextualizing the findings and their implications in light of the opioid
epidemic, I also find it important to note the research related to the Veterans Health
Administration (VHA) I included in the review: one gender-related and three race-related
studies. Produced within a healthcare system distinct from that of the general public, findings of
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Veterans Affairs (VA) patient populations contain distinct implications for promoting equitable
pain management.
Regarding pain treatment, the literature reveals women and Black VHA patients receive
more equitable care than civilian patients. Furthermore, as an important dimension of quality,
Zickmund et al. (2018) found the overall high levels of patient satisfaction within the VHA are
similar by race and gender. These findings are largely consistent with those of the existing
literature; a 2018 study by the RAND Corporation found “the VA system performed similarly or
better than the non-VA system on most of the nationally recognized measures of inpatient and
outpatient care quality” (Anhang Price et al., 2018, p. 1631).
Although the VHA has "processes and structures to support effective pain management"
(Burgess et al., 2016, p. 20), inequities still exist; findings produced by Hausmann et al. (2013)
reveal a connection between implicit biases about Black patients with racial disparities in opioid
monitoring and follow-up treatment practices. It is because the VHA has these systems in
place that the possibility for equitable care is made more imperative.

Policy Recommendations
Patient-level
Collectively, the findings included in this review illustrate the current state of pain
management disparities as underscored by systemic inadequacies rather than by failures of
individuals. As such, few policies designed to promote pain-related health equity target the
patient population.
Engagement is one such area in which correcting long-standing health inequities may
result in part from patient-oriented policies; the extent to which patients participate in the care
they are able to access impacts the degree of benefits they receive from such care (Gruman et al.,
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2010). Through a health equity lens, policy efforts intended to improve patient engagement
encourages the participation of marginalized patient populations in the clinical encounter by
removing barriers to knowledge and skills (Gruman et al., 2010).
Patient activation is an area of engagement in which policy can “empower individuals to
report pain accurately and decisively” (Mossey, 2011, p. 1866). A measure of “patients'
willingness and ability to take independent actions to manage their health and care” (Hibbard &
Greene, 2013, p. 207), patient activation is demonstrated to connect to health outcomes and
clinical experiences (Hibbard & Greene, 2013). Regarding pain management, research conducted
by Shields et al. (2019) revealed an association between higher patient activation and improved
pain assessment by primary care physicians and oncologists. When patients asked questions,
requested treatment-related information, and expressed their opinions and concerns, physicians’
pain assessments more accurately reflected patients’ self-report questionnaires (Shields et al,
2019).
Health literacy, or the “the capacity to seek, understand, and act on health information”
(Adams, 2010, p. 64), is another component of patient engagement. As observed with patient
activation, health literacy impacts health outcomes; research demonstrates the relationship
between patient comprehension of health communication and self-efficacy (Adams, 2010). In
pain management, improving health literacy emerges as a policy priority because of the ways in
which patient- and population health outcomes are inhibited by these incapacities.
Racial disparities are present in patient engagement, with Black patients demonstrating
lower levels of patient activation and health literacy than their white counterparts (Gwynn et al.,
2016; Cutilli & Bennett, 2009). Application of a health equity lens reveals the need for policies
to address these patient-level factors of pain management disparities. First, providers should

Hoover 60
make use of the Patient Activation Measure (PAM) in order to assess patient-reported “level of
empowerment and self-management behaviors” (Lash Group, 2018, p. 4) and develop
appropriate responses to knowledge gaps. Second, research indicates the value of educational
packages in improving health literacy; informative videos and multimedia programs are a
preferred method of receiving health-related information (Adams, 2010).
Process-level
In addressing process-level disparities revealed in the literature, physicians’ perceptions
and biases represent a consequential, yet ambiguous, barrier to equitable pain assessment,
diagnosis, and treatment. These barriers may operate as a result of providers’ insufficient
knowledge, skills, training, and experience related to pain management (Shavers et al., 2010).
Individual decisions, however, offer an inadequate explanation of the racial and gender
differentials in the clinical encounter; a systemic approach is therefore needed among policies
designed to alleviate the contributing factors of these decisions.
Such an approach must confront the physician-held implicit biases underscoring much of
the included literature. In the clinical encounter, physicians consider the reported pain
experiences of women and Black patients as being less serious or exaggerated. Policies to
address these particular process-level sources of disparities include targeted interventions
intended to interrupt unaddressed discriminatory beliefs and attitudes.
Among these bias-reduction strategies include awareness, control, and perspective-taking
strategies (Zestcott). First, self-reflection measures, such as Harvard’s Implicit Association Test
(IAT) can trigger physicians’ cognizance of the unjust assumptions they hold and their
manifestation in their clinical practice. Second, implicit biases are not required to be eliminated
in order to be controlled; physicians can learn to control their automatic responses to minority
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patients through counter-stereotypic and common-identity development strategies. Third,
perspective-taking interventions momentarily place the patient’s point-of-view at the forefront of
physicians’ consideration, thereby reducing “the accessibility and application of stereotypic
responding” (Galinsky & Moskowitz, 2000, p. 708).
In addition to eliminating implicit biases in the clinical encounter, policy efforts should
seek to develop a culturally competent health care labor force. The tenets of cultural competence,
as identified by Betancourt et al. (2003), include:
Understanding the importance of social and cultural influences on patients’ health
beliefs and behaviors; considering how these factors interact at multiple levels of
the health care delivery system; and, finally, devising interventions that take these
issues into account to assure quality health care delivery to diverse patient
populations (p. 297).
Providers should therefore be equipped to provide culturally appropriate pain management care
through cross-cultural educational and training interventions (Betancourt et al., 2003).
In considering the positive impacts of patient-provider racial- and gender concordance on
population health outcomes and patient experience, policies are needed to increase the
representation of women and Black physicians- and, importantly, the intersection of the two
identities. Such efforts not only prompt greater levels of patient participation, but “healthcare
professionals from racial and ethnic minority groups have generally been more successful in
recruiting minority patients to participate in clinical research” (IOM, 2002, p. 122). This is an
important externality, as increasing minority representation in clinical trials is critical in seeking
to confront undertreated pain.
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Despite the plethora of peer-reviewed evidence accessible to physicians, it may be
difficult for physicians to consider the implications of pain management beyond those of their
own practice. Shavers et al. (2010) contends there is a need for programs to make health care
providers aware of the “disproportionate amount of suffering” (p. 210) minority patients
experience as a consequence of systemic undertreatment. The authors further assert the need for
policy to present pain management disparities as an ethical issue.
System-level
Equity-focused policies designed to address racial and gender disparities in pain
management must first address a needed shift in the clinical conception of pain and its proper
treatment. As opposed to reducing or coping with pain, much of the current focus emphasizes a
complete elimination of pain as an exclusive goal. This is one of the many complex factors
associated with the opioid epidemic: a cultural perception of pain as something to avoid at all
costs.
The magnitude and implications of the opioid epidemic require urgent policy action
targeting pain treatment practices. Unlike other pain management disparities, the solution for
opioid prescribing differences is not found in a blanket encouragement of more prescribing; the
effects of such action are borne out by the growing number of lives lost to opioid misuse as well
as the substantial body of literature revealing racial and gender disparities in opioid prescribing.
Discrimination against one patient population does not necessarily indicate favorable outcomes
of another. Illustrating this are the findings produced by Becker et al. (2011), which “raise the
concern that physicians are inappropriately lax in monitoring white patients” (p. 223); the
perceived criminality of Black patients inadvertently harms the white population (Aronowitz,
2020).
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A complex problem requires complex solutions. Pain treatment practices must be reevaluated and, where necessary, reformed. Future research should explore the necessity and
effectiveness of opioid therapies in order to facilitate unbiased prescribing practices. These
practices must be bolstered by effective communication in the clinical encounter; policies are
needed to improve patient activation in voicing treatment-related concerns and improving
physicians’ ability to communicate opioid-related risks and best follow-up practices.
Additionally, robust policies are needed to promote physician knowledge of and
adherence to guideline-recommended prescribing practices, as well as to enforce consequences
of opioid-related malpractice. In both academic and professional medical education programs
and training, courses related to the ethics of pain management would offer physicians greater
insight into the complexities of contractually obligated care for a subjective sensation (Shavers et
al., 2011). By increasing “knowledge and concern about appropriate methods for managing pain
among providers for diverse patient populations,” (p. 210), awareness of ethical pain
management practices aligns with the goals of health equity.
Aiming to serve as “the recognized authority for appropriate and effective pain care,” the
American Academy of Pain Medicine maintains substantial influence over pain management
through its involvement in medical education, training, CME, and research. The authority the
Academy seeks through its development and dissemination of clinical guidelines is one of great
consequence; pain management best practices must be developed in conjunction with the goals
of health equity through the awareness of existing disparities.
In recognition of the potential- and often realized- role of physicians in perpetuating the
opioid epidemic, enforcement efforts exist at both the federal and state levels (Soelberg et al.,
2017). Federal enforcement agencies include the Food and Drug Administration (FDA) and the
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Department of Justice. At the state level, enforcement initiatives operate through authority over
medical licensure and CME requirements (Soelberg et al, 2017). This oversight, particularly
regarding that of state medical boards, is extremely influential in promoting physician use of
guideline-consistent opioid prescribing practices. Furthermore, prescription drug monitoring
programs (PDMPs) offer states an effective tool to “improve opioid prescribing, inform clinical
practice, and protect patients at risk” (Centers for Disease Control and Prevention, 2020).
Beyond education and training, more extensive research is needed to develop and explore
non-pharmacological pain treatments (Musey et al., 2014), such as interdisciplinary strategies
that prioritize pain reduction and coping skills (Gagnon et al., 2014). When opioids are
unnecessary or not in the best interest of the patient, these as well as analgesic interventions offer
a safer alternative to treatments that pose a risk of addiction.
Future research must also approach race and gender not as wholly separate modes of
patient classification, but as interconnected realms of identity posing implications that are more
than just nominal. Black women live in this intersection, yet pain management literature largely
ignores the existence of this population as a distinctive demographic. While the effectiveness of
current health policies is limited by a dichotomous perspective of race and gender, the
development of future policy is further limited by the observed gap in pain-related literature.
Evidence-based interventions cannot precede evidence of the magnitude of the disparity.
System-level policies must also address other areas in which inequities arise, including
pain assessment and triage protocols. Undoubtedly, the subjectivity of pain and the clinical
implications of such enable inequitable practices to remain unnoticed. Considering this is
particularly evident in the variability of pain assessments, Wideman et al. (2019) propose a
multimodal assessment model of pain (MAP) that prioritizes the qualitative narratives of pain as
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it is experienced, rather than the subjective judgments of those beyond its reach. Application of
this standard could also extend to triage protocols, which are largely left to enigmatic reasoning
with little oversight.
Research conducted by Crowley-Makota et al. (2009) identifies the need for “a shift to a
more biopsychosocial model of health care” (p. 1312) as a solution to address the current
inequities in American biomedical culture. This model offers a more inclusive conception of
health experiences and outcome through care informed by sociocultural factors. This shift is
reflected in the VA’s Stepped Care Model for Pain Management (SCM-PM), which emphasizes
“the provision of an interdisciplinary, multi-model approach to pain management” (CrowleyMakota et al., 2009, p. 1319)
Though VA populations do not generalize to patient populations receiving care within the
wider fragmented U.S. healthcare system, the institution can breed small-scale implementation
and assessment of health policies. Specifically, non-VA hospital systems and physicians can
learn and benefit from the SCM-PM and other established systems within the VHA. Among
these insights are those related to the payment structure of the current U.S. health care system:
while the VHA often serves as a cautionary tale against the adoption of socialized medicine, it is
interesting to consider this payment system in light of the implications for equity in pain
management as revealed in the literature.

Limitations
As a systematic literature review, findings of this study are limited by a lack of
consistency among the data I synthesized. With regards to gender and sex, though a few of the
recently published studies explicitly specified application of either term, the majority of the
research included in the review did not. This may be explained by the use of secondary data

Hoover 66
among much of the literature; researchers were subject to the deficiencies of the studies they
employed, many of which were conducted by the U.S. federal government.
The extent to which these findings are limited by a collective approach to gender within
the literature collective indicates a greater need for research to account for these distinctions
where possible and necessary. Would the findings of the studies I reviewed change if patients
were able to indicate their gender identity? Here, ability not only entails proper space for
documentation on patient intake forms and pain reports, but a psychological sense of safety.
While some may argue the addition of another patient group (i.e., transgender patients) places an
undue burden on data collection and analysis, it is worth considering if the ignorance of gender
identity has weakened the literature all along.
Further limitations of this study are associated with the ambiguity that is often present in
pain management research. In assessing analgesia use by race, for example, Lee et al. (2019)
assume receipt of an analgesic is indicative of its use. There are many patient-level factors that
may contribute to inconsistent medication adherence, including forgetfulness or a general dislike
of the side effects.
Lastly, this study examined racial disparities in pain management according to those
experienced by Black patients. As other racial minority populations undoubtedly face disparate
health care experiences and health outcomes, future research on other groups is needed regarding
pain management. In light of the proliferating anti-Asian rhetoric and acts of violence, health
care providers and institutions should not be shielded from accountability.

Conclusion
In conclusion, I conducted a systemic literature review of racial and gender disparities in
clinical pain management. Using a data-based convergent design, I synthesized the mixed-
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methods studies in order to perform a thematic analysis. Similar themes emerged for both female
and Black patients: disparities in pain assessment, diagnosis, and treatment persist. These
disparities exist across all levels of the health-care system, but are primarily concentrated within
the provider- and system-levels. Policies are needed to empower patient participation in the
clinical encounter, deconstruct physician biases and improve perceptions of minority pain
experiences, and replace subjective systemic processes that give way to biased pain judgments.
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